old inflammatory attacks, and sometimes it was impossible or very difficult to irrigate through the appendix. Mr. Makins's experience of relapse following operation to close a colotomy wound had occurred in a case of Dr. Phillips's, the relapse being fatal. He thought the advisability of operation must be decided on the merits of each individual case, and it should be borne in mind that however ill the patient became in colitis, recovery might ensue even without operation.
Mr. W. G. SPENCER said that much of the surgical side of the question had been fully dealt with, but he would refer to a case mentioned by Sir William Allchin, which was in the medical wards for some time, and had been treated with various drugs, and also by high enemata containing different materials. The patient was afterwards handed over to him, and he did a colotomy. Later the nurse was able to syringe right through the bowel, and the resultant liquid was clear, although previously there had been a continual passage of blood and fibrinous material. But he was never able to close the opening, because on attempting to do so there was a recurrence of the condition. Some years afterwards the patient presented herself at hospital complaining of the colotomy opening, but she was otherwise quite well. She died seven years after the colotomy of alcoholism and cardiac conditions, but the post-mortem examination showed nothing abnormal in the colon. Probably the lesion had been a superficial one. In another case at the hospital apparently the disease was confined to the sigmoid flexure, and part of her trouble was due to extension outwards binding down peritoneal adhesions. Some time after irrigation the colotomy opening was closed, but the disease had been very limited. In a case of the opposite condition on which he operated, the patient probably died a few days sooner through being explored, but post mortem the whole colon was in a polypoid condition, like a mass of new growth. From the surgical point of view he agreed fully with the points mentioned by Dr. Phillips, that the disease was very deep-seated, and he would wait before operating for some more surgical reason than simple ulceration of the bowel. All must agree that if there were stricture or pockets containing large quantities of pus that appendicostomy should be done, but in superficial lesions of the mucosa and limited ulcerations high enemata would do as much good as appendicostomy.
Dr. NORMAN DALTON: As regards the pathological anatomy, I have met with in England a case of the typical diphtheritic type. It was a very acute case which died in about a week. The ulcerations were typical and extensive, but pieces of the mucous membrane which had not entirely disappeared showed coagulation necrosis, and the connective tissue beneath was infiltrated by fibrin in strands.
As regards the serum reactions, I have had under my care a patient with multiple papillomata of the colon whose blood clumped Shiga's bacillus, and more recently there has been a fatal case of ulcerative colitis at ]King's whose blood did not clump Shiga's or Flexner's bacillus, but gave a strong and rapidly developing reaction with the typhoid bacillus (1: 50).1 I therefore do not think that the clumping test will help us much in diagnosis, and I believe that the variations in particular cases are due to the temporary virulence of the bacteria aided by the temporary or permanent predisposition of the patient rather than to any real specificity on the part of the organism.
As regards the relation of ulcerative colitis to insanity, I believe that the frequency of the disease in asylums is due to a predisposition on the part of the bowel rather than to any trophic action on the part of the nervous system. When we consider how nearly insane are many sufferers from enteroptosis and mucous colitis, it is not unreasonable to suppose that many lunatics have some functional or organic affection of the intestines which strongly predisposes to the supervention of ulcerative colitis.
As regards treatment, I think that in the very grave cases colotomy should be done as soon as the diagnosis is made, and I wish to record a case which proves that it is almost never too late to perform this operation. A woman, E. B., aged 30, after being ill with ulcerative colitis for about six weeks became suddenly much worse and appeared to be in a hopeless condition when the operation was done by Mr. Carless. After this she rapidly improved. At first we could not wash out the colon through the colotomy wound, as the lotion returned, but afterwards we were able to do so. By the way, in washing out I always place a tube through the sphincter ani so that the fluid can escape readily. Considering the depth of the ulcerations in these cases, I always fear lest distension of the colon by the lotion should cause perforation. Later on faces passed occasionally per anum, so we plugged the distal end of the opening in the colon. She left the hospital apparently well, but had slight relapses from time to time. In 1905, eighteen nmonths after the 'In this case either the organisms which usually cause ulcerative colitis were producing an agglutinating agent usually produced by the typhoid bacilli, or the typhoid bacilli were really present, but were producing the symptoms and lesions of ulcerative colitis instead of those of enteric fever. colotomy, she developed a fistula bi anlo, which was operated on successfully. At this operation it was observed that there were still ulcers in the rectum and much cicatricial contraction. In April, 1908, nearly five years after the colotomy, she reported herself as being quite well for a long time, although faeces passed through the anus as well as through the colotomy opening. Mr. Carless accordingly operated and was successful in closing the colotoinay opening. The patient has kept well for the past nine imionths. The time is too short for us to be certain that no relapse may occur, but this certainly appears to be a case in which colotomy was done when the patient was almost iin extremis and in which the colotoilny wound was closed after five years. The patency of the colon below the opening was probably maintained by the lavage and by the occasional passage of freces.
Mr. LOCKHART MiUMMERY said that cases of the kind under discussion were not infrequently seen at St. Mark's Hospital. A fact which had not received much notice in the discussion was the value of the sig,moidoscope in these cases. By its means one could see the type and form-l a fair estimate of the severity of the ulceration. There were probably almiiost as miiany types of ulceration in the colon as on the skin, and the treatmiient which would be correct for one kind would not be correct for the others. In those cases there was generally some ulceration in the sigmoid flexure which the instrument revealed. He showed drawings of some of the conditions he had seen with the sigmoidoscope. It might be supposed that the use of the instrument in ulcerative colitis was dangerous, but that was not so if it was used with care and skill, because the end of the instruiment practically never touched the bowelwall at all. The parts of the bowel just in front of the end of the instrumiient were dilated with little puffs of air from the bellows, and it was not necessary to touch the bowel-wall with its end, nor should sufficient air be used to produce tension. The instrument showed that there were nany kinds of ulceration, somne of them mnild in degree, but extending over a large area, the mucous mnnembrane being excoriated and red. Those cases in his experience got well often readily. Such patients should be kept in bed, and the bowel washed out with suitable irrigants. The type which did not get well from medical treatment was that in which there were large irregular-shaped ulcers exposing the muscular coat. He had collected records of 25 cases of ulcerative colitis treated by operation: 6 in his own practice, and the remainder fromn other sources. Of the 25 cases, 5 died and 20 recovered, giving a
